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but neither the right side of the face nor the right upper limb was hypertrophied. The case was a fairly characteristic example of what Dr. Weber had termed " hemangiectatic hypertrophy of a limb." It was extreme increase of blood-supply, doubtless from intrauterine life, which not only had produced the superficial telangiectatic discoloration, but also bad increased the nutrition of the bone and thus had caused increase in the length of the On examination.-Heart found to be displaced to right. Skiagram shows traces of old pleurisy to right of displaced heart. In the right lower lobe there is a globular tumour. No physical signs can be elicited from it.
It seems probable that the displacement of the heart, which is associated with remarkably few lung signs, dates from an attack of pneumonia at the age of 4. There is history that cardiac displacement was noted then.
Electrocardiogram, blood-pressure, position of cesophagus: normal. The tumour in the lung appears to be something apart. Suggested diagnosis: hydatid cyst.
Discu8s'ion.-Dr. PHILIP ELLMAN said that the well-defined opacity in the right lower lobe might be due to a fibroma-the commonest benign lung tumour-or to a dermoid or hydatid cyst. He suggested that diagnostic pneumothorax might be extremely helpful in indicating whether the tumour was intraor extra-pulmonary. If extra-pulmonary it was almost certainly a fibroma. To clinch the diagnosis it would be necessary to carry out exploratory thoracotomy, which, in the hands of an expert thoracic surgeon, was no greater risk than an exploratory laparotomy. Dr. ANTHONY FEILING said that with regard to the possible nature of the tumour several things were more likely than a hydatid cyst. Perhaps it was a dermoid. He had seen a similar shadow in the thorax in a case in which the tumour proved to be a ganglion neuroma. There were in this case paraplegic symptoms. But a short time afterwards a case was reported in the British Medical Journal, with an almost identical X-ray picture, in which there were no nervous symptoms. There was a globular shadow in the thorax, and that also was a ganglion neuroma. In both those cases the tumours were extra-pleural. Female, aged 27. Heine-Medin's disease in 1912. Flaccid paralysis of left lower extremity. Operated on in 1923 for tallipes equinus (elongation of tendo Achillis and transference of extensor ballucis longus to 1st metatarsal). Also operated on in 1926 for a double pes cavus, with amputation of right little toe. Considerable muscular weakness in left leg, which gives way frequently and patient falls over. On one of these occasions she fractured her left wrist. Discomfort and pain in left leg. The muscles of the left leg are wasted and flabby; jerks absent. Left leg stone-cold and blue sirce childhood, getting progressively worse. Distal part of left calf region is of a dark blue tint. Over a year ago an intense mottling appeared on the inner and anterior surfaces of left thigh closely resembling erythema ab igne. Two small ulcers appeared at the same time on the inner surface of the left thigh and would not heal up. The left dorsalis pedis and posterior tibial arteries are pulseless.
Injections of muscle extract begun in April, 1930, and continued for four months. Another course begun on October 1. Patient still under treatment.
The vasomotor disturbances have disappeared; no trace of mottling. Ulcers healed up, pain and discomfort disappeared. Temperature of skin and colour almost normal; leg becomes only slightly bluish on long exposure. No flabbiness
